An antenatal care that seem to thrive on the understanding of the pregnancy state as a potentially dangerous biomedical state, and so goes on to have its mechanisms mainly on surveillance is proving ineffective in developing countries. Despite the many reasons given for poor utilization of ANC, especially in developing countries; which has been the concentration of much research, the main problem appears to be one: the programmed seems to be contextually at odds with the situations of pregnant women and their families, especially in low-income areas. This review offers practical ways for a practical solution to begin.
Introduction
Antenatal Care (ANC) or high quality prenatal care is an important aspect of the reproductive maternal, newborn and child health continuum of care. Continuum of care is an expression that captures the perceived enduring nature of care for the pregnant mother and child, even after birth. It recognizes that safe childbirth is critical to the health of both the woman and the newborn child -and that a healthy start in life is an essential step to a sound childhood and a productive life [1] . The ANC provides the forum for women to be educated by health care providers about healthy pregnancy behavior, danger signs of complications, breastfeeding and family planning; noticing and treating pregnancy-related preeclampsia/eclampsia; prompt referral to specialized care when needed; encourage the use of skilled birth attendants; and minimize the danger of mother-to-child transmission of viral diseases.
As it were, ANC exists to ensure a veritable gateway to health services during and after maternity care moments. It ideally serves as an avenue of screening, identifying and treating other chronic conditions. It is a necessary opportunity to overall health of mother and child that, it is recommended for a positive pregnancy experience [2]. However, the still fluctuating increase maternal child mortality arising natal and neonatal cases; especially in sub-Saharan Africa, have become a pointer to the underuse or non-use of the opportunities ANC avails.
Beyond the literatures about the reasons for its underutilizations, practical solutions that are people-concerned-oriented appear to be the leeway.
The Burden of Underutilization of the ANC
As a major interventional strategy to ensure that both the mother and child remain healthy especially in low resource areas, timely and prompt attendance to the clinic providing these services are essential. This is however, far from being the case. ANC attendance has regrettably been low. As such, across countries and territories, 1 in 4 pregnant women attends no ANC care, and more 43% have given births without institutional or skilled assistance [1] . The fact that this goes on amidst a reported decline of global maternal mortality ratios in recent years [3] makes it more worrisome. The global picture may be beclouding of what obtains in low income settings, and in rural areas; and so may close serious inquiry into evaluating how the intervention model fares side by side contexts. A pointer to this is what obtains in sub-Saharan Africa.
The underuse of ANC has been steady in sub-Saharan African. In terms of ANC attendants and institutional delivery, Nigeria (51%) lags behind Ghana (78.2%), Benin Republic (58.2%), Lesotho (70.4%), Liberia (78.1%) and Zimbabwe (64.8%) [4] [5] [6] . The underutilization of ANC in Nigeria is noticeably 46.5% as regards maternal child health interventional services, with a greater percentage Kizito Uzoma Ndugbu 1* , Elsie Chizoba Madukwe 2 in the rural areas, where there is 61.1% of such non-attendance. Again, in the North West zone of Nigeria, ANC attendance is placed at 41% while in the South East zone; it is 91%. In terms of institutional delivery, the rural utilization is placed at 23% while urban records a 63% use. In the South West, the utilization is placed at 76% while the North West records 12% [7] .
Poor antenatal care is an essential risk factor for adverse pregnancy outcomes among women [8] . This is why it is recently estimated that, each year more than 500,000 women between the ages of 15 and 49 die of causes related to pregnancy and child birth a leading cause of death among women of child bearing age [9] , and to know that almost all maternal deaths occur in the developing world, and more than half occur in sub-Saharan Africa [10] makes poor ANC attendance and utilization risky.
The burden of the underutilization of antenatal care, institutional delivery and postnatal care service borders on constructs of language and personalization of care; power and relations; and health literacy. Taking women's dietary habits, health knowledge, economic power and cultural background is vital. So, women who do not attend antenatal care, or who do so late are more prone to preeclampsia, eclampsia and anemia besides severe birth outcomes including preterm births, low birth and stillbirth [11, 12] .
As has been the preoccupation of most studies in antenatal care, reasons have been adduced, and determinants identified as causative to the underutilization of ANC [13] [14] [15] . Such reasons as; cultural beliefs, age of mother, working status of the woman, education level, family income, religion, decision-making autonomy of the woman, place of residence, women's understanding and perception of the need for attendance [15] [16] [17] [18] .
Truth is, there are going to be more reasons not to attend ANC as long as we keep searching for them. A dilemma need to be acknowledged here, and caution not to overstretch it, is essential. The dilemma is that the antenatal care services appear to thrive on the understanding of pregnancy state as a potentially risky biomedical state; and so have mechanisms mainly on surveillance. The danger to this is that it immediately places its services at contextually at odds with the situations of pregnant women and their families, especially in low resource settings.
But then, pregnancy is not a normal life event. It is a medical condition requiring professional monitoring and supervision. A pregnant woman need not be sick to begin ANC [19] ; she needs only be pregnant and to have given birth to attend ANC. As such, attending ANC is not just to diagnose sickness or treat sickness; but more also to promote healthy living of mother and child. This is an understanding that can be effective with incorporation.
Underutilization of ANC: Way to Practical Solutions
Surely, the antenatal care intervention strategy has been beneficial to some women and infants. It appears to have marginalized others too. It appears not to have taken the necessary survival decisions, practices, attitudes and cultural worldviews that are often usefully inherent in the local context into consideration. This is not making a lie to the obvious that some cultural beliefs and habits are detrimental to health, especially women's health. The concern here is doing more. Strategically incorporating culturally appropriate understandings of maternal care tailored to individual communities is key. Participatory programmes where local women and community leaders are actively engaged in the planning of local antenatal services can improve outcomes.
Initiate community mobilization
This will involve the use of neighborhoods health committees, local radio programs in local languages, local cultural settings and Information, Education and Communication (IEC) materials target to the community to educate families especially women on the need to attend antenatal at the onset of pregnancy. This is to be reinforced by providing ITNs, pediatric follow-up visit, and vaccinations through ANC clinics as a way of attracting pregnant women to the clinics.
Community distribution of IPTp (Intermittent Preventive Treatment in pregnancy)
The uncertainty among health workers about SP (sulfadoxinepyrimethamine) administration for IPTp has led to a decline in expanding IPTp-SP coverage to prevent and treat malaria in pregnancy [20] .
Here, villagers are mobilized by staff at the local ANC clinics to select women volunteers on correct provisions of IPTp. These volunteers go into the nooks and crannies of the villages, and report back to the health workers to turn in their records.
Increasing availability of ITNs
Part of the complaints of poor service at the ANC clinics was lack of materials [21] . There is need to strengthen procurement, storage and distribution systems to ensure a consistent supply of ITNs. This must be provided at every opportunity-through ANC clinics, during follow-up visits for under-fives, and during vaccination.
Mobilized village volunteers can go from house to house for counseling and discussions with women and their families. They can equally help to check how the ITNs are properly been used.
Advocacy
Part of the problem of ANC utilization harped on charges at the ANC (folic acid, iron supplements, ANC records, cards and delivery preparation) [22, 23] . Making them free will bring about a healthy behavior as regards ANC utilization. Also, part of advocacy will be to ensure routine monitoring. The current ANC cards and registers need to be revised so as to include places to mark when a person receives her IPTp-SP doses or is given ITNs. This is to ensure easier reporting on IPTp indicators and program progress.
Conclusion
Maternal mortality in the developed nations has been considerably reduced. But the story is not the same in the developing nations. Good quality evidence is scarce as regards how integrating antenatal care strategy can fulfill its goal among the developing nations of the world. It is no gainsaying that as long we continue to jettison the incorporation of the understandings of maternal care tailored to individual communities and circumstances, the ANC intervention aims remains unachieved in developing countries; especially sub-Saharan Africa, Nigeria particularly. Practical solutions are the way to go: let us make ANC community-participatory.
